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STUDY OBJECTIVE

> To gain advisors’ perspectives on the management of newly diagnosed and 
relapsed/refractory (R/R) acute myeloid leukemia (AML)
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REPORT SNAPSHOT 

> A moderated, virtual roundtable discussion focusing on treatment of AML was held 
on December 16, 2020

> Disease state and data presentations were developed in conjunction with Dr Elias 
Jabbour from MD Anderson Cancer Center

> The group of advisors comprised 13 community oncologists
− Attendees of the roundtable represented community oncologists from Arizona, Georgia, 

Massachusetts, New Jersey, New York, Florida, California, and South Carolina

> Insights on the following AML therapies were obtained: azacitidine, cytarabine and 
daunorubicin (ie, 7+3), decitabine, ivosidenib, enasidenib, gemtuzumab 
ozogamicin, gilteritinib, liposomal daunorubicin and cytarabine, midostaurin, 
sorafenib, venetoclax, and glasdegib

> Data collection was accomplished through use of audience response system 
(ARS) questioning and in-depth moderated discussion
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PARTICIPANT DEMOGRAPHICS (1/3)
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PARTICIPANT DEMOGRAPHICS (2/3)
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Most advisors (81%) reported that >20% of their patients are categorized as poor-risk.

What percentage of your AML patients fall 
into the poor-risk category? (N = 11*)

18%

45%

27%

9% 0

1%–10%

11%–20%

21%–30%

31%–40%

41%–50%

≥51%

*Two advisors did not respond.



PARTICIPANT DEMOGRAPHICS (3/3)
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All the advisors reported that >20% of their patients are 75 years or older.
Most advisors (67%) reported that >20% of their patients are <75 years old with severe comorbidities that 

prevent use of intensive induction chemotherapy.

What percentage of your AML patients are 
75 years or older? (N = 11*)

18%

36%

36%

9% 0

1%–10%

11%–20%

21%–30%

31%–40%

41%–50%

≥51%

What percentage of your AML patients are under 
75 years old, but have comorbidities that prevent 

use of intensive chemotherapy? (N = 12†)

25%

34%

25%

0

1%–10%

11%–20%

21%–30%

31%–40%

41%–50%

≥51%

8%8%

*Two advisors did not respond. †One advisor did not respond.



Key Insights



TOPLINE TAKEAWAYS – AML
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Advisors risk-stratify their newly diagnosed AML patients and base treatment decision on comorbidities, age, and the 
presence of genetic mutations. Advisors routinely test for molecular markers (NPM1, FLT3, CEBPA, TP53, IDH1, and 
IDH2); a quarter of them reported waiting >2 weeks for results. Older patients unfit for intensive therapy are generally 
treated with HMA in combination with venetoclax, while younger patients fit for intensive chemotherapy are referred to 
academic centers. Less than half of the advisors follow the daily dose ramp-up schedule for venetoclax. Many do not 

prescribe concurrent antifungals, and of those who do, most do not dose-modify venetoclax accordingly. 

First-Line Therapy

Most advisors would repeat biomarker testing in their R/R AML patients, and all consider IDH1/2 and FLT3 mutations as 
3 of the most important biomarkers. Advisors indicated a preference to target mutations in the relapsed/refractory setting 
and proceed to transplantation when possible. Most advisors said that they refer their AML patients to tertiary academic 

centers upfront, and hence do not manage R/R patients. Advisors in this group also had very limited exposure to and 
experience with gilteritinib, ivosidenib, and enasidenib in the R/R setting.

Relapsed/Refractory Therapy



FIRST-LINE THERAPY (1/3)
Topic Data and Insights
Risk stratification Treatment decision is driven by comorbidities, patient age, and mutational analysis

• All advisors risk-stratify their new AML patients prior to beginning therapy
– 42% of the advisors risk-stratify their newly diagnosed AML patients primarily on the basis of clinical factors 

(comorbidities, etc), while 33% base it on genomic and mutational analysis; 25% risk-stratify predominantly on the 
basis of age

Molecular 
markers and 
genomic testing

Advisors routinely test for molecular markers in their newly diagnosed AML patients, and a quarter of them wait 2–3 
weeks for the results
• Advisors routinely test for the following molecular markers: NPM1, FLT3, CEBPA, TP53, IDH1, and IDH2

– Everyone tests for FLT3 mutations. Following FLT3, IDH1 and IDH2 mutations are the most tested for
• 82% of the advisors send samples out for molecular/genomic testing. Only 18% reported that sample testing is performed at 

their local hospital
• Only 1 advisor reported receiving the results of their genomic/mutational testing within 1 week

– Most advisors (67%) wait 8–14 days, while 25% wait 15–21 days 
• All the advisors reported starting AML frontline therapy before receiving the genomic/mutational test results

– 83% of advisors sometimes start therapy before getting the genomic/mutational test results, while17% always start 
therapy before receiving the results

Referral pattern Several advisors refer patients fit for intensive chemotherapy out to academic/tertiary centers
• Often, older patients unfit for intensive therapy are treated with HMA in combination with venetoclax
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FIRST-LINE THERAPY (2/3)
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Topic Data and Insights
Patient case 
scenarios

Advisors base their treatment decision on patient age, comorbidities, and the type of genetic mutations. Use of 
venetoclax (± HMA or LDAC) increased in patients over 75 years of age and in patients with certain comorbidities. 
Over half of the advisors indicated they would use ivosidenib-based therapy in patients with IDH1 mutations 
• For a 50-year-old PS 0 patient with intermediate-risk AML (CD33 positive and FLT3 negative), 82% of the advisors would 

choose standard 7+3
– One advisor, each, chose liposomal daunorubicin and cytarabine and LDAC

• However, if the same 50-year-old patient had PS 2 with a history of cardiovascular disease (previous heart attack), 45% of 
advisors would choose venetoclax (± HMA or LDAC) induction 

– Two advisors chose gemtuzumab ozogamicin, and 1 each chose standard 7+3 alone, liposomal daunorubicin and 
cytarabine, HMA alone, or standard 7+3 in combination with gemtuzumab ozogamicin

• For a 77-year-old PS 1 patient with intermediate-risk AML (CD33 positive and FLT3 negative), 73% of the advisors would 
choose venetoclax (± HMA or LDAC) induction

– Two advisors said they would still use standard 7+3, while 1 advisor would choose HMA alone
• For a 70-year-old PS 2 patient with intermediate-risk AML and IDH1 mutation, 54% of the advisors would choose ivosidenib 

as their induction therapy, either alone (36%) or in combination with HMA (18%)
– Of the remaining advisors, another 36% chose venetoclax (± HMA or LDAC), while just 1 advisor chose LDAC + 

glasdegib



FIRST-LINE THERAPY (3/3)
Topic Data and Insights
Venetoclax: 
dosing, 
modifications, 
and general 
perceptions

Not all advisors follow the venetoclax dose ramp-up schedule in the label. Many are not dose-modifying when 
prescribing concurrent antifungals
• 45% of advisors stated that they follow the recommended daily dose ramp-up for venetoclax, another 45% follow a 5-week 

dose ramp-up, while 1 advisor starts with 400 mg/day
– One advisor said they give venetoclax continuously and then inevitably deal with its cytopenia and myelosuppression
– Some advisors are using venetoclax as an outpatient treatment, while others are using venetoclax on an inpatient 

basis during initial ramp-up with routine monitoring afterward
• Only 2 advisors (18%) would modify the dose of venetoclax on the basis of prophylactic antifungal use

– 45% do not modify their dosing of venetoclax
– 36% reported that they do not coadminister prophylactic antifungals with venetoclax

• Advisors were impressed by the overall response rate associated with HMA + venetoclax, as well as its symptomatic control 
of disease and transfusion independence

• Typically, if a patient is older (>70 years) or has significant comorbidities, has social constraints about driving to larger
tertiary centers, or has no targetable mutations, advisors tend to choose venetoclax with HMA
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FIRST-LINE THERAPY – QUOTES (1/2)
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“[If someone is not fit]: “I would certainly get their marrow if they’re 
neutropenic, put them on preventive antibiotic therapy while we're getting 
some more information, but otherwise, probably set them up for venetoclax 
and an HMA if there was nothing else molecularly that we could target.”

“So outpatients, the patients who we decide to treat with hypomethylating 
agents and venetoclax, we'll do that induction as an outpatient, but if we're 
doing intensive induction, of course we admit them.”

[Do you refer your AML patients to tertiary centers?]: “It's kind of different 
throughout the country, different by insurances, definitely—someone's 
medical and all of those factors are going to come into play, right? So for 
us, because it's a very large system that's in close, we're probably going to 
do the bulk of the stabilization workup and so on, because we're of that—
of that quality, and then we have access to the transplant so that we would 
start most of the things here.  So it would be in-house.”

“We're sending most everything, really, out from our institution. [Even for 
someone who is 75 years old] I still think it's worthwhile, seeking the input 
of somebody who sees a higher volume of these than I do in my practice, 
and we typically do seek recommendations, and if they choose to be—to 
receive their care closer, we prefer to have, at least, input from, from 
somebody who sees a higher volume, I mean truthfully.”

“So in terms of the AML patients, I think if they are in their 70s, I usually 
don't bother with high-intensity chemo. I look at the molecular profile, if it's 
depending on—if it's FLT3 inhibitor—I mean, FLT3 positive, IDH1, IDH2, 
then they usually get that drug for that mutation + HMA. If they are, if they 
are wild-type, with no mutation, then I just treat them with venetoclax and 
HMA. The data with venetoclax and HMA are really good and also in terms 
of side effects-wise. I think it's much better than this traditional 7+3. So I try 
to lean towards more venetoclax + HMA in, in that patient population and 
we'll talk to the transplanter to see what else they have.”

“Yeah, so my experience is very limited. I have not used HMA and 
venetoclax. I have used in the past the single-agent HMA. But based on 
the data, seems like venetoclax with HMA in the elderly patients who are 
not ready for the intense chemotherapy, I think it's a—sounds pretty 
impressive. But I personally don't have any experience.”

“I am giving venetoclax VD without a break. And then dealing with the 
cytopenia and the myelosuppression.”

“I think it’s [gilteritinib] a reasonable choice for FLT3 positive, but it doesn't 
have the approval from insurances, unlike Rydapt. For somebody who's 75 
years old, AML, FTL3 positive, I have used gilteritinib there [in the 
frontline]. I think it is the better drug.”



FIRST-LINE THERAPY – QUOTES (2/2)
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[When do you check your first bone marrow post-induction therapy?]: 
“Generally, well with intensive induction, first bone marrow is day 14 to day 
21, depending on which regimen we're following. With the hypomethylating 
agents, generally, I wait until about day 28. First cycle, I'll give Ven for 28 
days, and then hold it after we do the bone marrow.”

[Advisor 2 on bone marrow]: “Sometimes I'll do after 1 [cycle] and 
sometimes I'll do after 2.”

[Advisor 3]: “We do ours (bone marrow) at day 28 just to have a—kind of a 
quick peek as we go into our second cycle.”

[Do you give HMA alone?]: “I have. I'm ashamed to say, but I have and 
with, with I would say pretty poor response rates. So it's not really one of 
my favorite things to do.”

[Advisor 2 on giving HMA alone]: “No, no HMA alone. I usually combine it 
with the venetoclax. If they have a double mutation, I combine it with them.”

[On accessing venetoclax]: “Oh yeah, we, we are a part of Kaiser HMO, so 
[accessing Ven is] not a problem.”

[Advisor 2 on Ven access]: “Well, it's with specialty pharmacy outpatient. 
Meaning the hospital has, obviously, therapies for the leukemia service. 
But then for the venetoclax, we work through our social worker to get 
everything arranged for our patient with a specialty option.”

[On venetoclax ramp-up]: “We did it with the 5-week, we didn't do the 
daily.”

[Advisor 2 on Ven ramp-up]: “We do it over 4 days.”

[Advisor 3]: “We have a protocol, I think we start at 50 or 100 and then 
slowly, then upward over 5 days.” 

[On antifungals with venetoclax]: “Yes, we do [antifungals].  And when we 
do that, then we cut the dose down to 100 mg a day.”

[Advisor 2 on antifungals]: “I do give them antifungal therapy most of the 
time, actually. I do give them posaconazole and then I do dual, dual 
reduction in my patients who are getting the venetoclax. Although I wasn't 
doing as much dose reduction as currently here. So I’ve been reducing 
them by 50% so they were on 400 I was giving them 200-mg daily dose.”

[Advisor 3]: “I'm more of a fluconazole kind of person. I just find it easier. 
So I've used more fluconazole, to be honest. But I did not dose adjust. I 
gotta look into it because it's something right now I'm scratching my head, 
so I got to be honest I apologize I got to check my notes because now I'm 
getting worried. So there's something I'm learning today. I got to be 
careful.”



RELAPSED/REFRACTORY THERAPY (1/2)
Topic    Data and Insights
Biomarkers and 
mutations 
retesting

Most advisors repeat biomarker testing in their R/R AML patients, and most consider IDH1/2 and FLT3 mutations as 
the most important biomarkers
• Nearly all advisors (91%) would do a full repeat biomarker profile in their AML patients at the time of relapse
• Most advisors (82%) indicated IDH1/2 and FLT3 as the most important biomarkers to be tested for in R/R AML 
• 82% of advisors always recheck for FLT3 mutation in R/R AML patients, regardless of its status at baseline; 1 advisor said 

they recheck >50% of the time, while another advisor reported that they recheck <50% of the time

Patient case 
scenarios

Advisors prefer to use transplantation for younger, fitter patients, while targeting mutations whenever possible
• Scenario: 58-year-old relapsed FLT3-ITD–mutated AML patient who received induction and 4 cycles of consolidation with 

7+3 + midostaurin (but no ASCT or midostaurin maintenance); currently with 12K WBC, 9.2 Hgb, 42K platelets, PS 1, and 
no acute symptoms

– 33% of advisors would proceed with FLAG-Ida followed by ASCT; 22% each would either rush FLT3 mutation 
evaluation or reinduce with 7+3 and midostaurin. One advisor each indicated that they would start gilteritinib therapy 
immediately or give HMA + venetoclax

• Scenario: 54-year-old relapsed AML patient with FLT3-ITD and DNMT3 mutations at relapse (and WBC 43K, Hgb 8.2, 
platelets 12), with history of a previous induction with 7+3 and midostaurin (leading to CR), 1 consolidation with HiDAC + 
midostaurin, and transplant (with no posttransplant maintenance and relapse in 9 months)

– 36% of advisors each would either prescribe azacitidine + venetoclax followed by a second transplant and 
posttransplant maintenance, or single-agent gilteritinib followed by a second transplant and posttransplant 
maintenance with gilteritinib. One advisor would repeat 7+3 + midostaurin followed by 2 DLIs; another advisor would 
prescribe azacitidine + sorafenib followed by a second transplant, if possible; and 1 advisor would do CLAG-M with 
midostaurin followed by a transplant
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RELAPSED/REFRACTORY THERAPY (2/2)
Topic Data and Insights
Perception of 
gilteritinib

Advisors in this group had very limited experience with gilteritinib
• During discussion, only 3 advisors mentioned ever using gilteritinib. They had used it only once or twice in their practice, in 

a patient or 2. However, they all reported having very good results with its use
– Many advisors have used midostaurin for FLT3 AML, but not gilteritinib

 One advisor specifically said that they used midostaurin over gilteritinib because gilteritinib was not approved 
then, but added that they would definitely use gilteritinib in the future, especially given the data showing its 
superior efficacy

• Several advisors who have not used gilteritinib in the relapse setting added that they find the data very convincing and plan
to start using it either as a single agent, or in combination with an HMA
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RELAPSED/REFRACTORY THERAPY – QUOTES (1/2)
“If it's a relapse FLT3 in terms of the progression, then I usually use the gilteritinib 
because usually, I've used HiDAC in the first-line setting in combination with 
chemo, so the second line will be easily gilteritinib by itself or in combination with 
HMA.”

[Referral of patients with relapsed AML]: “It kind of comes in different flavors. If 
they're young, if they're an early relapse, meaning just a hot disaster, then 
obviously we're going to go into the group when looking for clinical trials because 
we all know they're going to do terribly. Right. So if there's any opportunities 
locally, we want to pass them on to optimize their care. If it's someone who's 
older, if their relapse is longer, then maybe yeah, they'll start with us and see kind 
of how things go. Especially for patients who may have relapsed a few years 
later, meaning all of this change that you're talking about is what, the last 2 to 3 
years? So they may not have been exposed to some of those types of care. So I 
can see a case where we would hold on to them.”

“I'm okay with initiating any sort of retreatment. But I wouldn't do that in isolation.  
I would definitely confer with a leukemic expert, whether it's at a tertiary center, or 
like an old mentor, or somebody—or somebody at your institution who can give 
me some guidance. I feel comfortable prescribing new therapies or intensive 
treatments. I just—I want to make sure that with all the intricacies that our 
leukemic expert has reviewed the case.” 

“You know, most of it—most of our leukemics aren't actually managed, you know, 
by us in our institution. We usually send out for opinions elsewhere. I mean, you 
know, typically we're doing repeat cytogenetics. You know, seeing if there's any 
targeted mutations, and, you know, seeking guidance from outside people with 
more experience, truthfully.”
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[Have you used gilteritinib?]: “I have not. Actually, I'm looking at the data you 
have in front and I find it's really fascinating.”

“I've used gilteritinib once in a FLT3 patient. He did very well. And actually, he's in 
the transplant unit right now, in the midst of everything.”

“I have never [used Gil]. I've used midostaurin minimally. And I actually remember
we were, I think, our, our site was one of the study sites in Pittsburgh. And I 
remember we get samples out really fast to get them tested. So the only 
experience I have in terms of FLT3, antagonists would be my midostaurin.”

“No. I have not. And a lot of the data is new to me today and very eye-opening. 
And very exciting, by the way.”

[Gilteritinib tolerance/concerns]: “So some, some GI toxicity, hematologic toxicity, 
myalgia—just general fatigue. But got some clinical improvement from how they 
were presenting—dealing with the recurrence. So some initial improvement 
before it eventually progressed. The patient didn't have a good performance 
status. And I, I didn't feel like they were going to be a great candidate for, for 
HMAs or other therapies. And so I just, you know—Gil has good single-agent 
data. I had the approval, the survival, appreciate that. It's, it's muted when they've 
had prior FLT3 but, you know, that's what, that's what we had to go with.”

“Midostaurin I have used both with induction and as a maintenance treatment. I 
have not used gilteritinib, but I have used sorafenib in those patients with 
hypomethylating agent as a combination. I guess Gil didn't have the approval 
then, but with that data, I think now I might have considered using it, but this is I 
think before it got approved.”



RELAPSED/REFRACTORY THERAPY – QUOTES (2/2)
[Upon relapse], “I'm going to check with the transplanter if I'm going to transplant 
the patient. If that's the pathway they're going down in a younger, healthier 
patient, yeah. That's definitely the pathway they're going down. So that's where 
you need to get the transplanters involved, and they're really going to, going to 
dictate what we're going to do because they got to pick it up and run with it when 
the transplant comes. If a patient refuses transplant, and this is a young, 
otherwise healthy patient, so a clinical trial. So we talk to the transplanter and see 
if there was a clinical trial that would be available. I think that would be the most 
appropriate approach. Short of that, then, I don't know, maybe Gil with an HMA.”

[For relapsed AML]: “I do love doing combination treatments, so I would take 
HMA with Gil and then send them for a transplant evaluation. And then I would 
continue with the maintenance afterwards and so far, you know, I have been 
practicing for some time now, I have seen that when I send referrals, I think 
maybe 10% of my patients finally end up getting a transplant. Ninety percent are 
still with me, so I keep on managing them with different types of treatment and I 
suppose there's a rapid dropoff with the subsequent line of treatment. Usually, 
after the 6 months [posttransplant], most of the patients do come back to our 
office and we continue with their monitoring, or if they are on maintenance 
treatments so we coordinate with the transplant centers, but I think because of 
the proximity of our center to their home, we continue managing those patients.” 

“With the diagnosis of AML, the NGS and FISH panels are reflexive resend [upon 
relapse]. So they're typically admitted to the hospital while they're being worked 
up. And I get the transplant consultation while they're in the hospital there, so it's 
collaborative.”

20

“At [MD Anderson Cancer Center in] Cooper, we follow the protocol, so we'll do 
them for MRD and then we'll watch them, meaning I'll follow them in the clinic, 
watch their counts, and then if there is any concern, marrow them, NextGen 
sequencing, as you said, look for any other mutations. Some things are done in-
house. Some are sent out, but then if there is a relapse then I'll set them up with 
one of those who just filed the AML in the practice, and I'll transfer the care over. 
Well, with venetoclax I have some of my own patients but not, you know, so again 
once they re-progress on the combination or then I'll refer them to someone else, 
but I've followed a few patients with MDS and some of the leukemics, the older 
ones, on the combination.”



Advisor Key Takeaways



ADVISOR KEY TAKEAWAYS (1/3)

22

Dr 1
• The need to repeat testing and make sure that with subsequent 

lines we're repeating all the testing, or just to reinforce the 
importance of that

• Gilteritinib is more favorable with patients who have relapsed in the 
first line, mostly who have not received prior TKI rather than going 
for salvage chemotherapy

• There certainly is new hopes and potentials for our patients with 
relapse refractory disease 

Dr 2
• Some of the more recent trial data, particularly with gil, was really 

interesting
• Information regarding genetic testing and how the implications of that 

test influence therapies, especially the IDH1/2 use in the front line 
• The ever-changing, rapidly changing landscape in terms of therapies 

and the necessity to see a consistent volume of these patients in 
order to keep up with the data in a community setting

Dr 3
• Treatment of AML is really exploding, especially with the FLT3 and 

the gil, and IDH inhibitors, and the TP53 
• We should stay alert in not only learning about all the new drugs, but 

also be familiar with the side effects
• The time has come to treat AML in the community like myeloma 

Dr 4
• Some of the new venetoclax combinations, particularly the triplets, 

are very interesting
• The idea of using the IDH1 and IDH2 inhibitors front line as part of 

combination therapies instead of reserving them for second line 
salvage therapy was also of great interest 

Dr 5
• Lot of interesting new information, especially with the TP53 mutation 

and the CD7, CD47 
• You don't give ven continuously; you have to stop in between for the 

cytopenias 
• The combination of venetoclax with other drugs like FLT3 inhibitors 

and the HMA triplet was very interesting 

Dr 6
• The data with gil, especially when it was compared in the relapse 

setting against salvage chemo, was pretty impressive
• The logistics of Ven-Aza and how to manage those patients 
• The data with aza maintenance was pretty intriguing and practice 

changing 



ADVISOR KEY TAKEAWAYS (2/3)
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Dr 7
• Building a non-continuous ven dosing schedule rather than reacting 

to toxicity and having to hold the treatment 
• The idea of triplet therapies with ven and seeing where those go 
• A reminder about the differential dose reductions for ven with the 

azoles, and how it's different for the different azoles 

Dr 8
• Cancer is a dynamic thing, there's different clone selection pressures, 

so you don't know every recurrence refraction what you're dealing 
with, so always continuously look, and I think that factual for a 
number of different kind of cancers 

• The days of HMA alone is pretty behind us. It's got to be combined 
with something

Dr 9
• Things have evolved from the days of the standard 7+3 
• The promising agents, the FLT3 inhibitors, IDH1/2, roll-off five days 

of maintenance
• Testing at the time of relapse for repeating the whole molecular 

panel 

Dr 10
• Venetoclax dosing with the antifungals 
• Interrupted dosing can help out the FLT3-gil efficacy
• Having good NGS testing with each subsequent line of treatment, 

and identifying new mutation, new drugs

Dr 11
• The induction regimen: all of us are so used to 7+3. There’s so 

much more!
• Ven is another eye-opener 
• The three months number you showed us in the relapse setting 

Dr 12
• 7+3 is becoming a thing of the past 
• Incorporating FLT3 inhibitors and IDH1 and 2 inhibitors in upfront 

treatment, as well as in the subsequent lines of the treatment
• HMA and venetoclax use looks like has become almost the standard 

in the elderly patients 
• The azoles and dose adjustment with venetoclax 
• Upcoming new treatments, such as CD47, CD70, and in regard to the 

TP53 mutations, and difficult patients to treat 



ADVISOR KEY TAKEAWAYS (3/3)
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Dr 13
• AML patients benefit from specialized care with people who see a 

much larger volume of this
• Therapies and pathways need to be a little bit more standardized 
• The holding of venetoclax to allow for count recovery not consistent 

with what the package insert shows, and then dose adjustment for 
azoles of the venetoclax 

• The new data with gil 
• Oral Vidaza maintenance was very interesting 



AML ARS
BASELINE AND FIRST-LINE THERAPY



IF YOU RISK-STRATIFY YOUR NEWLY DIAGNOSED AML 
PATIENTS, WHAT METHOD DO YOU USE? (N = 12*)

Pe
rc

en
ta

ge
 o

f p
hy

si
ci

an
s

42%

25%

0%

33%

0%
0%

20%

40%

60%

80%

100%

Clinical factors
(comorbidities, etc)

Age On the basis of presence
of prior hematologic

malignancies

Genomic and mutational
analysis

I don't risk-stratify
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*One advisor did not respond.



IN ADDITION TO CYTOGENETICS, WHICH OF THE FOLLOWING 
MOLECULAR MARKERS ARE YOU ROUTINELY TESTING FOR IN YOUR 
NEWLY DIAGNOSED AML PATIENTS? (SELECT ALL THAT APPLY) (N = 11*)
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WHEN IT COMES TO MOLECULAR/GENOMIC TESTING: 
(N = 11*)
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WHEN IT COMES TO GENOMIC/MUTATIONAL TESTING, THE 
TURNAROUND TIME TO GET THE FINAL RESULTS IS: (N = 12*)
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IN GENERAL, THE FOLLOWING STATEMENT DESCRIBES ME 
BEST: (N = 12*)
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WHAT INDUCTION REGIMEN DO YOU ROUTINELY RECOMMEND 
FOR A 50-YEAR-OLD PS 0 PATIENT WITH INTERMEDIATE-RISK 
AML (CD33 POSITIVE AND WITHOUT FLT3 MUTATION)? (N = 11*)
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WHAT INDUCTION REGIMEN WOULD YOU RECOMMEND FOR A 50-YEAR-
OLD PS 2 PATIENT WHO HAS A HISTORY OF CARDIOVASCULAR DISEASE, 
INCLUDING A PREVIOUS HEART ATTACK, WITH INTERMEDIATE-RISK AML 
(CD33 POSITIVE AND WITHOUT FLT3 MUTATION)? (N = 11*)
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WHAT INDUCTION REGIMEN DO YOU ROUTINELY RECOMMEND 
FOR A 77-YEAR-OLD PS 1 PATIENT WITH INTERMEDIATE-RISK 
AML (CD33 POSITIVE AND WITHOUT FLT3 MUTATION)? (N = 11*)
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WHAT INDUCTION REGIMEN DO YOU RECOMMEND FOR A 70-
YEAR-OLD PS 2 PATIENT WITH INTERMEDIATE-RISK AML 
AND IDH1 MUTATION REVEALED BY NGS? (N = 11*)
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WHICH OF THE FOLLOWING DOSING SCHEDULES DO YOU 
USE FOR VENETOCLAX IN AML? (N = 11*)
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DO YOU MODIFY YOUR DOSING OF VENETOCLAX ON THE 
BASIS OF PROPHYLACTIC ANTIFUNGALS USE? (N = 11*)

*Two advisors did not respond.



AML ARS
RELAPSED/REFRACTORY THERAPY



DO YOU ROUTINELY REPEAT BIOMARKER TESTING IN YOUR 
AML PATIENTS AT THE TIME OF RELAPSE? (N = 11*)
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WHICH OF THE FOLLOWING MUTATIONS ARE MOST IMPORTANT 
TO BE CHECKED IN ALL PATIENTS WITH RELAPSED AML FOR 
THERAPEUTIC DECISION MAKING? (N = 11*)
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HOW OFTEN DO YOU RECHECK FLT3 MUTATIONS AT 
RELAPSE, IRRESPECTIVE OF BASELINE FLT3 MUTATION 
STATUS? (N = 11*)
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PATIENT CASE

41

> A 58-year-old with FLT3-ITD–mutated AML (allelic ratio 0.55) received induction 
and 4 consolidations with 7+3 + midostaurin. He did not want to undergo ASCT, 
and maintenance with midostaurin was not given. He relapsed 5 months after 
his last consolidation. His WBC is 12K, Hgb 9.2, platelets 42K, and he has PS 
1, with no acute symptoms
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WHAT WOULD BE THE NEXT BEST STEP IN MANAGEMENT? 
(N = 9*)
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PATIENT CASE

43

> A 54-year-old patient with AML, FLT3-ITD allele ratio 0.62, DNMT3a, EZH2, 
TET2 mutations receives induction with 7+3 + midostaurin and achieves CR. 
She receives 1 consolidation with HiDAC + midostaurin and goes to transplant. 
She does not receive posttransplant maintenance. She relapses 9 months 
posttransplant. Bone marrow at relapse shows FLT3-ITD 0.52, DNMT3, and no 
other mutations. Her WBC count is 43K, Hgb 8.2, platelets 12 
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WHAT WOULD YOU RECOMMEND? (N = 11*)
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